Background Questionnaires completed respectively by doctor and patient may give conflicting views of what actions the doctor took during a consultation in primary care. This disagreement will affect an assessment of whether patient expectations of care were met, and may itself be influenced by fulfilment of expectations.
Introduction
Patient expectations of care have been the subject of considerable research in primary care populations. It is common for doctors not to write a prescription or make a referral which patients were expecting, 1,2 and these unmet expectations are associated with increased patient dissatisfaction. [3] [4] [5] Conversely, where a doctor does fulfil expectations, for example by giving a prescription that a patient wants even when it is not needed, it may be to maintain a good relationship with the patient. 6 However, instances where the doctor gives a prescription that is unwanted are just as much a failure to meet the expectations as those where the doctor refuses the patient's request for one. Interviews with patients have established that patients who do not want a prescription will often not voice this during the consultation. 7 Certainly doctorsÕ assessments of whether their patients want a prescription are not always correct, 3 and their decisions to prescribe are more closely related to perceived than actual patient expectations. [8] [9] [10] [11] In the same way, doctors who perceive greater pressure from patients to make a referral are more likely to refer. 11, 12 In one study where a patient presented with fatigue but with no neurological symptoms and asked for a neurology referral, 53% of doctors agreed to the patient's request. 13 Many studies use a post-consultation questionnaire completed either by the doctor or the patient to determine what actions the doctor took during the consultation and thus whether the patient's expectations were met. However, it has been shown that doctor and patient questionnaires relating to the same consultation do not always agree with each other. 5, 14 Comparison with direct observation has suggested that patient reports may in some respects give a more accurate picture of a primary care consultation than medical records. 15, 16 Of course, whether it is possible to measure the ÔtruthÕ about what happens in a consultation, even using direct observation or review of medical records, is debatable: one study which used direct observation by a research nurse as a gold standard found that the sensitivity of the medical record for documenting referrals, for example, was only 58%, while the Ôgold standardÕ itself only had an inter-rater reliability of 0.76 for recording referrals. 15 Previous studies have not considered how patient expectations are related to the disagreement between doctor and patient, or conversely how this disagreement might affect our view of how often patient expectations are met, although these issues are important in the interpretation of studies dealing with fulfilment of patient expectations. In this paper we examine them using data from a series of consultations which formed part of a wider study of health screening in the British Armed Forces.
Methods
In the screening phase of the study, which is described elsewhere, [17] [18] [19] subjects were selected using a two-stage sampling process: a random sample of 100 British Royal Navy, Army and Royal Air Force units was selected, stratified by service and size of unit, and 45 individuals from each unit were then chosen at random to receive a screening questionnaire. This paper describes the results for the consultation phase of the study, in which all subjects from the screening phase who had a health problem detected by the screening questionnaire were invited to attend their medical centre for a consultation. (For the purposes of validating the screening questionnaire a similar number with no health problems detected were also invited to attend, although results are only presented here for those with health problems.) Subjects who had moved to another unit since the screening phase of the study were invited to attend the medical centre of their new unit. Consultations took place between August 2002 and March 2003. Doctors were advised which subjects would be attending for a consultation, and were asked to make a routine assessment of each patient's current state of health focusing on any concerns the patient might raise. Neither the doctor nor the patient was told the result of screening. The doctor and the patient were both given a questionnaire to be completed after the consultation and returned by post. The doctor was asked ÔWhat action did you take as a result of this consultation?Õ and the patient was asked ÔWhat action did the doctor take?Õ. Each respondent then indicated whether the doctor gave a prescription, gave advice, gave support, explained symptoms, arranged a follow-up visit, did a physical examination, did some tests, and/or referred the patient to someone else. Patient expectations concerning three of these actions -prescription, referral and tests -were also assessed. Patients were asked to reply ÔyesÕ or ÔnoÕ to the following: ÔDo you think you should have been given a prescription?Õ, ÔDo you think the doctor should have referred you to someone else?Õ, and ÔDo you think you should have had some tests?Õ.
Data analysis
Results are presented for those consultations where the doctor and patient both returned a questionnaire. Agreement between doctor and patient on actions taken during the consultation was measured using the kappa statistic. Associations between patient expectations and actions taken by the doctor were expressed as relative rates. Prevalence of unmet expectations based on the doctor's report and the patient's report, respectively, were compared using McNemar's test. Doctor-patient agreement in different subgroups was compared using Fisher's exact test. Relationships between doctor and patient reports and patient expectations were also investigated using log-linear models. All analyses were performed using Stata 7 (Stata Corporation, College Station, TX, USA).
The sample size was determined by the validation aspect of the screening study: we anticipated that as few as 200 subjects might be identified as having health problems and be willing to participate, which would still allow a positive predictive value of 60% to be estimated with a 95% confidence interval of ±7%.
Results
There were 579 subjects with a health problem detected by the screening questionnaire who were still serving in the Armed Forces at the time consultations were scheduled. Of these 579 potential consultations there were 117 (20%) for which patient and doctor both returned a questionnaire, from a total of 50 different medical centres. Fifty percent of subjects who did not return a post-consultation questionnaire responded to a short follow-up questionnaire asking about their reasons for not attending, the commonest of which were work duties, lack of time, or lack of interest in the study. Responders included a lower proportion of men and a higher proportion of officers than non-responders, and were typically older than non-responders ( Table 1 ).
The 117 consultations had a median length as reported by doctors of 10 min (interquartile range [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] . Patient questionnaires were returned in a median time of 7 days following the consultation (interquartile range 5-12). Doctor questionnaires were usually returned in batches by medical centres and thus tended to take longer, being returned in a median time of 36 days following the consultation to which they referred (interquartile range 19-53). Table 2 shows the agreement between doctor and patient concerning different actions taken by the doctor. There was reasonably good agreement on whether the doctor gave a prescription, arranged a follow-up visit, or referred the patient to someone else, and poorer agreement on whether the doctor did tests, made a physical examination, gave advice, explained symptoms, or gave support.
According to both patient and doctor reports of doctor's actions, patients who wanted a prescription, referral or test were respectively more likely to get one than patients who did not want one, although these associations were weaker when assessed from doctor reports than from patient reports ( Table 3) . The proportion of patients with an unmet expectation (the doctor omitted an action the patient wanted or took an action the patient did not want) was higher when calculated from doctorsÕ reports of their own actions than when calculated from patient reports (Table 4) . Table 5 shows that the patient and doctor were more likely to disagree on what happened if the action reported by the doctor did not match the patient's expectations. Agreement did not appear to be affected if the action reported by the patient did not match the patient's expectations. These results were confirmed by log-linear modelling of the associations between patient and doctor reports and patient expectations (this analysis could not be carried out for prescriptions because of a zero in the contingency table; see Table 6 ). The patient's report was associated with patient expectations even after adjusting for what the doctor reported happening (adjusted OR for patient reporting a referral, comparing patients who expected one with patients who did not is 34.0, 95% CI 5.0-232.4, P < 0.001; adjusted OR for patient reporting a test, comparing patients who expected one with patients who did not is 14.5, 95% CI 3.1-67.6, P ¼ 0.001), but there was no evidence that the doctor's report was associated with patient expectations after adjusting for what the patient reported happening (adjusted OR for doctor reporting a referral, comparing patients who expected one with patients who did not is 2.2, 95% CI 0.3-17.9, P ¼ 0.47; adjusted OR for doctor reporting a test, comparing patients who expected one with patients who did not is 1.3, 95% CI 0.3-5.5, P ¼ 0.74).
Discussion

Summary of main findings
Doctor and patient did not always agree on the content of a consultation, and their perceptions were more likely to differ if the action reported by the doctor did not match the patient's expectations of treatment. Consequently the proportion of patients with an unmet expectation was higher when calculated from doctorsÕ reports of their own actions than when calculated from patientsÕ reports. 
Strengths and limitations
The military population we were studying was younger than the general population and predominantly male. In addition, our sample was not necessarily representative of the population who decide themselves to make an appointment to see their doctor, but rather of the population who are positive on our screening questionnaire for health problems. For these reasons the rates we observed of prescribing, referring and testing, and patient expectations of these actions, will not necessarily apply to other primary care populations. However, in this paper we are more interested in patterns of association and agreement, and in the qualitative effect of using 20 It is also worth noting that a large proportion of the doctors in our study were civilian general practitioners rather than uniformed medical officers. The response rate was low, although it should be borne in mind that servicemen who wanted to see a Medical Officer did not need our invitation to do so, and could have arranged a consultation outside the study period at a time that was convenient to them. Work duties, lack of time and lack of interest in the study were the commonest reasons cited by servicemen for not participating, and these problems were compounded when preparations for Operation Telic, the Iraq War, began part-way through the study, following which the response rate was almost halved.
Relation to other research and implications for future research
Previous studies have not considered how patient expectations relate to the disagreement between doctor and patient, or conversely how this disagreement might affect our view of whether patient expectations are met. We would expect the patient's and doctor's versions of events to be associated because they both reflect what really happened, rather than because one perception influences the other: the finding that the doctor's report tended to match with patient expectations therefore suggests that expectations had a real influence on the content of the consultation, and did not simply bias the patient's perception of what happened. The possibility remains, though, that the patient's reported expectations were themselves influenced by the patient's report of the doctor's actions (both filled in, after all, on the same, post-consultation questionnaire). Assessing expectations prior to the consultation would avoid this problem, although Ford and colleagues have pointed out that there are disadvantages with this approach too, because a pre-consultation assessment could alter patientsÕ subsequent behaviour in the consultation. 21 The observation that the association between the doctor's report and patient expectations disappears after adjusting for what the patient reported raises another possibility: that the patient's report is a much better proxy for what really happened than the doctor's report. It is interesting to note that in another study where patient and doctor questionnaires were both used, the patientsÕ report appeared to have some predictive validity where the doctorsÕ report did not: symptom alleviation 2 weeks after the consultation was more likely in patients who reported that their doctor provided diagnostic or prognostic information, although doctorsÕ own reports of whether they provided this information did not predict the same outcome. 5 Although the authors concluded this was an effect of patient perception, it could again have been because the doctor's report was less reliable. Nevertheless, given the difficulties already discussed of finding a reliable, objective measure of what happens in a consultation it would seem advisable, as others have suggested, 22 to continue to use multiple methods for measuring the delivery of patient services in primary care research.
Conclusion
Whether or not a doctor's actions appear to fulfil patient expectations depends on whether those actions are reported by the doctor or the patient. It remains unclear whether the prevalence of unmet patient expectations in primary care is being underestimated by asking patients what doctors did, or overestimated by asking doctors what they did. It is also unclear which point of view, if either, is more relevant for predicting patient satisfaction and health outcomes, although it seems that many patients may be leaving the medical centre believing they got what they wanted while their doctors feel simultaneously reassured that they have not given in to patient pressure. Our results reinforce how important it is for a doctor to elicit patient expectations in a consultation, and for doctor and patient to reach a decision together regarding the appropriate action to be taken.
